total of ten patients admitted to gynecological ward requiring hysterectomy for benign diseases in the absence of uterine prolapsed and with previous history of one, two or three cesarean sections, without suspected adnexal pathology were taken for study. All the criteria for NonDescent Vaginal Hysterectomy (NDVH) were fulfilled like uterine size not more than 16 weeks (by clinical judgment) with normal uterine mobility. Exclusion criteria included non-mobile uterus, any malignancy, adnexal masses. A proper written informed consent was taken from all patients after explaining the procedure and Special consent for conversion to abdominal hysterectomy if needed and chances of bladder injury was taken. Pre-operative investigations including complete blood counts, urine examination, blood grouping, fasting and post prandial blood sugar, serum creatinine, blood urea, endometrial biopsy, ECG, chest X-ray/USG whole abdomen and pelvis was done.
All cases were done under spinal or epidural anesthesia. In all cases a per vaginum examination was done under anesthesia before starting the surgery to again have an idea about size, mobility of uterus and any adnexal mass. After following all aseptic measures the patients were cleaned and drapped. The anterior lip of cervix was held with volsellum and posterior lip with long Allie's forceps. Circular incision was made around the cervix, pubo-vesico-cervical ligament was cut and bladder mobilized upwards. At the site of previous scar bladder was sharply dissected out and then carefully mobilized upwards by diver's speculum, till the anterior peritoneum covering the uterus is visible as glistening white, as shown in Figure 1 and 2. The anterior peritoneum is opened carefully by applying two artery forceps and cutting in between.
Posterior pouch was opened subsequently. Uterosacral and cardinal ligaments were clamped, cut and ligated. Bilateral clamping of uterine vessels was done. After clamping and ligating uterine arteries on both sides, if the size of uterus was big then debulking techniques like bisection, decoring, myomectomy or a combination of these methods were done to facilitate vaginal delivery of uterus as shown in Figure 3 , Figure 4 . After delivering the uterus in the vagina, hysterectomy was completed by applying bilateral cornual clamps, cutting and ligating it properly. All the pedicles were rechecked for any bleeding or oozing and vault closed meticulously. Figure 5 , 6 and 7 shows uterus with cervix and uterus with cervix with fibroid removed by myomectomy after completion of NDVH respectively. NDVH was considered successful if it was not abandoned or converted to laparotomy. Operating time was calculated from the start of incision at cervico-vaginal junction to packing of vagina. Estimation of blood loss was done by counting the number of Mops used during surgery and amount of blood in suction bottle. Foley's catheter was kept in all patients for 24 hours and all were given injectable antibiotics postoperatively for 48 hours. On postoperative day 2, hemoglobin estimation was done in all patients. Any post-operative complications, if present were noted. All patients were asked to come for follow up after 15 days and 6 weeks of discharge. Information regarding age, parity, size of uterine, amount of blood loss, duration of operation, complications and hospital stay were recorded and statistically analyzed using SPSS software. 
RESULTS
Among 10 women included in the study 9 women successfully underwent non-descent vaginal hysterectomy without any complications, whereas one case had bladder injury which was corrected from below only. All the women belonged to age group 40-45 years. Table 1 depicts the Age wise distribution of women. Majority of women were para 2 and above. Five women had previous one LSCS, four had previous two LSCS and one had previous three LSCS. Parity wise and number of cesarean section wise distribution of patients is given in Table 2 and Table 3 respectively. The commonest indication for hysterectomy was fibroid uterus 4/10 (40%) followed by Abnormal uterine bleeding in 3/10 (30%), Adenomyosis in 2/10 (20%) and endometrial polyp in 1/10 (10%). Table 4 depicts the distribution of women according to indication for surgery. Of 10 women, 3 had uterine size less than 12 weeks 3/10 (30%), 5 had uterine size more than 12 weeks but less than 14 weeks 5/10 (50%), 2 had uterine size between 14-16 weeks 2/10 (20%) as depicted in Table 5 . Different morcellation techniques like bisection, myomectomy and debulking techniques were used during the surgery to remove bigger sized Uterus. Debulking techniques were done in 4/10 (40%) patients, as depicted in Table 6 . In the present study the mean operating time was 50 ± 20.5 minutes. Mean blood loss was 150 ± 65 ml. Blood transfusion was not needed in any patients. There was bladder injury in one patient intra-operatively who had previous 2 LSCS which was repaired from below only, without any need for laprotomy. Mean hospital stay was 4-5 days. Post-operative period was uneventful in all patients except for one which had bladder injury. In this case patient was kept catheterized for 14 days. 
DISCUSSION
In absence of uterine prolapse, most gynecologists prefer abdominal to vaginal route of hysterectomy. The factors that may influence the route of hysterectomy for any surgical indication include uterine size, its mobility and pathology confined to the uterus with no adnexal masses. 8 In the present study out of 10 cases selected for NDVH that had previous one, two or three cesarean section scars, all were completed successfully, except for one in which bladder injury occurred, but that too was corrected vaginally and the hysterectomy was completed vaginally only. The main reason of failure to perform NDVH in previous scar women is difficulty in separating the bladder at the previous scar site and opening of anterior peritoneum. Majority of the patients were in age group of 40-45 years and were parous as noted in other studies. [9] [10] [11] [12] [13] A major factor in determining the route of hysterectomy is transvaginal accessibility of the uterus.
14 Two factors limit accessibility, an undescended, immobile uterus and a vagina narrower than 2 fingerbreadths, especially at the apex.
14 Determining whether the pathology is confined to or extends beyond the confines of the uterus is critical to selecting the most appropriate route of hysterectomy. The presence of severe endometriosis, adnexal pathology, adhesions because of previous pelvic surgeries contraindicate vaginal hysterectomy. 14, 15 The commonest indication was fibroid uterus (40%). Fibroid uterus was also the commonest indication in other case series. 10, 11, 13 Mean blood loss was 150 ± 65 ml and amount of loss depend on uterine size and duration of surgery. Similar results were reported by other studies also. 12, 16, 17 Mean duration of surgery was 50 ± 20.5 minutes as compared to Dewan et al. (54.5 minutes), 10 Bharatnur et al. (65 minutes), 11 and Bhadra (55 minutes). 12 The operative time was definitely more in the earlier phase of the learning curve and also dependent on the size of uterus and experience of the surgeon.
14 Our study included ten cases with previous LSCS; Intra-operatively one case had bladder injury (1%) that had previous two LSCS. Bladder injury during vaginal hysterectomy has been variously reported between 0.5 to 1.6%.
14 A similar study reported an incidence of 2.8% in the past LSCS group vs. 1.6% in those without caesarean section. 18 Another study reported a very low incidence of bladder injury 7/5655 (0.1%). 19 Post-operative complications were minimal. Mean hospital stay was 4-5 days. Hence non descent vaginal hysterectomy is safe, less invasive technique with benefits of shorter hospital stay and faster recovery. It is surgical method of choice for benign conditions of uterus and should be a primary method for removal of uterus, if not contraindicated.
